suffered from frequent inflammations of bronchiectasias and pneumonia. In June 1992 he was admitted to the clinic of nephrology with diminished muscular strength, edema and congestive heart failure. Tests performed then showed Hb 78 g/l, total protein 86 g/l, paraproteinemia, asynchronous and polymorphic type cells in 80% of the bone marrow substrate, IgG (kappa) +Bence Jones (kappa) from immunoelec-trophoresis. Polychemotherapy was instituted. In March 1993 the patient died of a cardiac arrest. Autopsy was not done. Both patients were on hemodialysis for more than 5 years. Careful revision of their history and documentation excludes the development of myeloma before or at the start of maintenance hemodialysis. At no time was there evidence of another kidney disease except chronic pyelonephritis. The patients presented with secondary immunodeficiency syndromes -gastrointestinal changes in the first case and respiratory disorders in the second one, which may be a result of suppressing the normal polyclonal immune response (here concerning IgA) to external antigens. The reported 2 cases are 0.66% of 302 patients with CRF on hemodialysis for a period of 18 years. Thus the risk of development of myeloma among patients on dialysis is about 100 times higher compared to the rest of the population where the frequency is 1-4/100,000 [1] . The evolution of the 'secondary' myeloma differs from the evolution of satellite myeloma nephropathy, as the latter gives an opportunity for outliving 5 years in cases where combination of chemotherapy and hemodialysis is instituted [6] . Patients with CRF and maintenance hemodialysis are at high risk of malignant processes [6] . The reported 2 cases support this thesis [7] .
